Malaria is a major health burden in developing countries and needs multiple strategies for its control. Community participation as one of the strategies for malaria control promotes self-awareness and confidence, causes the people to examine the problems and to think positively about the solutions. The study was aimed at assessing the level of community participation in malaria control in Olorunda local government area of Osogbo, Osun state, Nigeria. The study employed a cross-sectional descriptive design. Multi-staged sampling technique was used to choose 550 respondents. An intervieweradministered semi-structured questionnaire was used to elicit information from the respondents. Most of the respondents (65.0%) fell between the age ranges 20-39 years, with a mean age of 32.85 + 12 years. Almost all (98.4%) respondents had knowledge of malaria with most of them (88.0%) correctly aware that mosquito bite could lead to malaria fever. Respondents stated that stagnant pool (92.6%) and refuse dump (89.0%) could predispose to malaria. About two-thirds (60.6%) of the respondents participated in the control of the breeding sites of mosquitoes on specific days for environmental sanitation. The association between community participation in health talk and community participation in malaria control was statistically significant (p<0.000). Although only 23.0% use ITN to protect themselves from mosquito bites, there was statistical significant association between awareness of respondents about ITN and its usage (p=0.003). Knowledge of respondents about malaria was high with majority participating in malaria control measures. However, the use of insecticide treated nets (ITN) was low. Therefore, it is recommended that continuous awareness creation on the use of ITN, and continued efforts aimed at elimination of breeding sites of mosquitoes should be adopted to achieve long term control of malaria.
Introduction
Malaria is a life threatening parasitic endemic disease in Africa. It has been identified to be a major health burden worldwide especially in the developing world, sub-Saharan Africa inclusive. The disease is one of the leading causes of death and ill health in many developing countries, where children under 5 years and pregnant women are mostly affected (Schapira, 2004) . There are at least 300 million acute cases of malaria each year globally, resulting in more than a million deaths. Around 90% of these deaths occur in Africa, and nearly two-thirds occur in children under the age of 5 years (Ghosh et al., 2006; WHO, 2002) . Children are especially vulnerable because they lack natural immunity to malaria and are at greater risk of developing more severe forms of the disease. The children who survive a severe bout of malaria may develop chronic anaemia and neurological impairment. Pregnant women are susceptible to malaria and it is a cause of low birth weight and infant mortality. Estimates of the disease burden due to malaria in Africa show that the toll it exacts in terms of loss of life, episodes of serious illness, and impediment to economic development is enormous (Kleinschmidt, 2001 ). The burden of malaria is causing many countries in Africa to sink further into poverty. In Africa today, malaria is understood to be both a disease of poverty and a cause of poverty.
Nigeria has a high prevalence of malaria (FMOH, 2001; Onwujekwe et al., 2000) and it is a leading cause of morbidity and mortality in the country (FMOH, 2001) especially among the most vulnerable groups -pregnant women, infants and children (Sridhar et al., 2004) . Available records show that at least 50% of the population in Nigeria suffer from at least one episode of malaria each year and malaria accounts for over 45 per cent of all out-patient visits (FMOH, 2001) . It is reported that malaria prevalence (notified cases) in 2000 was about 2.4 million (FMOH, 2001). The disease accounts for 25 per cent of infant mortality and 30 per cent of childhood mortality in Nigeria (FMOH, 2001 ). Therefore, it imposes great burden on the country in terms of pains and trauma suffered by its victims as well as loss in outputs and cost of treatments (Onwujekwe et al., 2004) .
Malaria is a protozoan infestation caused by the presence of the protozoan; Plasmodium in humans or other vertebrates red blood cells, usually transmitted to humans by the bite of infected female Anopheles mosquitoes that previously sucked the blood from a person with malaria (Sachs and Melaney, 2002) . Malaria control activities replaced the earlier eradication and elimination efforts when it was realised that many countries were failing to achieve set targets (Rojas et al., 2001 ). There is now renewed global commitment which has led to the recent drive in malaria control. Due to the success of control efforts in some countries, elimination is already again being entertained in some quarters. Various control measures have been designed for adoption by individuals, communities, local government areas, states and even at the national level. Community participation plays a vital role in many of the control measures especially those designed for implementation at community level (Atkinson et al., 2009 ). In addition, community participation is considered one of the most important elements for the control of endemic disease in poor countries, particularly for prevention and epidemiological surveillance (Dias, 1998) . Community participation promotes self-awareness and confidence, causes people to examine their problems and to think positively about the solutions. It increases the sense of control over issues that affect the lives of community members in this case the scourge of malaria (Mlozi et al., 2006) . Since malaria is a problem that affects the community, every community over time has had its local realities, strengths and limitations as regards managing the scourge of malaria. Community participation through harnessing local initiatives, local resources, and community mobilization and giving a sense of ownership in the control of this major health problem will play a vital role. In view of this, the study was carried out to assess the level of community participation in alleviating the burden of malaria on the populace.
Methodology
The study was carried out in Olorunda Local Government Area of Osun State, South Western, Nigeria. The study design was a descriptive cross-sectional survey. The study population consisted of adults above 18yrs old in three randomly selected communities within Olorunda LGA which include Akogun and Atelewo that are urban communities, while Ilie is a rural community. The estimated study population for the three communities was greater than 10,000. A minimum sample size of 369 was obtained using the Fisher's formula for population greater than 10,000. After adjusting for non-response and to allow for more representative data, a total of 550 questionnaires were used for the study.
A multistage sampling technique was adopted. Three communities (Akogun, Atelewo and Ilie) were randomly selected from amongst the 11 communities/wards of the local government area using the balloting method. The number of questionnaires was proportionately allocated to each community using the population figure obtained for each ward/community according to the year 2006 National Census. In each of the communities, five streets were then randomly selected from a list of the streets presented by the Land and Housing Authority department of the Local Government Council. At the entrance of each randomly selected street of each community, a bottle was rolled, the house to which the bottle pointed was used as the first house where all adults above 18yrs that were met at home at the time of visit of the research team were interviewed and subsequently adults in every other houses were interviewed until sample size in each community was obtained.
Pretested, semi-structured questionnaires were either self-administered or administered by interviewers to selected respondents after informed consent were obtained. Information was collected on Socio-demographic status, respondent's knowledge and perception of malaria and malaria control measures, respondent's attitude and practice towards malaria control with emphasis on community participation. Collected data were checked for consistency. Analysis was done with the use of Statistical Package for Social Sciences (SPSS) version 13.0 software. The results were presented in frequency tables and chi-square was used to determine the association between relevant variables (significant level p<0.05).
Results
A total of Five hundred and fifty (550) respondents were interviewed, but five hundred (500) questionnaires were sufficiently completed and analysed representing a response rate of 90.9%. Table 1 shows that majority of the respondents were aged 20-29 years with a mean age of 32.85 +/-12years while only 15.8% of them were above the age of 50 years. About 43.4% of the respondents were males while 56.6% were females. Most of the respondents (81.8%) had at least primary education, while the rest (18.2%) of them had no formal education. Most of the respondents (63.4%) were married, 0.4% was divorced and 32.8% were single. The respondents were mostly traders, artisans, students, and farmers.
Majority (98.4%) of respondents were aware of malaria while 1.6% of respondents were not aware of malaria (Table 2) . Most (88%) of the respondents correctly identified mosquito bite as the cause of malaria, 34.2% believe bad weather can cause malaria and a few (5.6%) felt witchcraft can cause malaria. Fever is the commonest symptom recognised by respondents (83.4%), followed by body ache (73.8%), chills and rigor (48.6%) and vomiting (16.4%). Majority of the respondents (92.6%) were aware that stagnant pool predisposes to malaria, while 89% and 91.6% were aware that bush and refuse dump respectively also predisposes to malaria. Of the respondents, 47.0% were aware of insecticide treated nets (ITN) as a means of protection against malaria while 53.0% were not aware. Table 3 shows that majority 494 (98.8%) of the respondents protects themselves from mosquito bites while only 6 (1.2%) do not. The most adopted method is the use of insecticide by 356 (71.2%) of the respondents, 115 (23%) use ITN, while the use of repellent cream is the least adopted method used by 17 (3.4%) respondents. About 6 of every 10 respondents (60.6%) participated in the control of breeding sites refuse dump, 45.4% cleared bushes and 44.8% of the participants drained gutters.
Discussion
Majority of the respondents (65.0%) were found within the age groups of 20-39 years with a mean age of 32.85+/_ 12years; this age group falls within the agile population and this shows a promising target group for increased effort on community participation. Majority of the respondents (81.0%) had at least attended primary school and being literate has a positive effect on community participation in malaria control as it helped them to have better understanding about the cause of malaria, mode of transmission, symptoms, prevention and control. Education, especially focusing on school-age children, helped clarify misconceptions that take root in the community concerning what malaria is, how it manifests itself, what produces it, how it is transmitted, and how it can be diagnosed in a timely manner and treated adequately (Rojas et al., 2001 There is a statistically significant association between community participation in health talk and community participation in malaria control measures (p=0.000) as shown in Table 4 . Table 5 shows there is statistical significant association between awareness of respondents about ITN and the usage of ITN (p=0.003). Majority of the respondents had knowledge of malaria (98.4%) with most respondents (88.0%) believing that mosquito bite is the cause of malaria. This is similar to a study done at Igbonle and Idofin villages of Ibarapa local government areas of Oyo state which revealed that 70.5% believed that mosquito bite causes malaria (Sridhar et al., 2004) . Also in a study conducted in Nike, in Enugu-East local government area, having the correct knowledge that mosquito bites transmit malaria was significantly influenced by level of education: 22 (19.8%) for no education, 39 (35.1%) for primary education, 59 (53.1%) for secondary education and 51 (46.2%) for post-secondary (Okeke and Okafor, 2008) . Most of the respondents (94.8%) had correct knowledge about the symptoms of malaria similar to what was found in a study conducted among urban dwellers in Benin city, Nigeria which showed that 92.5% had correct knowledge about malaria symptoms (Isah, 2007) . This study found that, about 92.6% of the respondents believe that stagnant pool could predispose to malaria, 89.0% of the respondents believe that bush in the environment is a predisposing factor to malaria. This shows that majority of the population have good knowledge of how environmental conditions could aid the growth of mosquito, this is similar to the result of a study carried out in Ibarapa local government area of Oyo state which showed 87.8% realized that surrounding water and vegetation promotes mosquito breeding (Sridhar et al., 2004 ). Contrary to a study carried out by Shridar et al in Ibarapa, Nigeria which showed 51.3% use bed nets for personal protection against mosquito bite (Sridhar et al., 2004) , only 23.0% of the respondents in this study use ITN for personal protection. Most of the respondents (53.0%) in this study were not aware of ITN indicating a poor knowledge of this control measure in the control of malaria, however, a statistically significant association exists between the awareness of ITN and use of ITN as a protective measure. As ITN is now being promoted as the mainstay of the renewed push for malaria control, this finding is a bit worrisome. The poor awareness of ITN in this community under study may however, be due to the fact that ITN campaigns are yet to fully commence in Osun State and also because of the cost of ITN at the time of this study. There is a statistically significant association between respondent's participation in health talk and community participation in malaria control such as bush clearing, drainage of gutters and clearing of refuse dumps. This is similar to a study conducted in a malaria-affected district in Karnataka State, south India, where the exposed respondents to health education had significant increase in knowledge and change in attitude about malaria and its control strategies, especially on bio-environmental measures (p< 0.001) (Ghosh et al., 2006) . This illustrates the effectiveness of utilizing health talk as a means of encouraging more involvement in malaria control measures.
Conclusion
It can be deduced from the study that the knowledge about malaria infection is high in the communities under study and so also is the level of community participation in its control since more than half of the respondents in the community participated in environmental control measures. Though ITN usage is low among the study population, there was significant association between awareness of insecticide treated nets (ITN) and its usage (p<0.05). There were statistical significant association between community participation in health talk and community participation in malaria control (p<0.05). Hence there should be continuous awareness about advantages of participating in malaria control. Health education on malaria control should be reinforced especially through training and retraining of community health volunteers and to achieve a long term control of malaria, emphasis should be laid on elimination of the breeding sites of mosquitoes in the community.
